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August 2012590 Letters to the Editorin nonagenarians undergoing EVAR; 58% received general anes-
thesia without any anesthetic-related complications.2
We ponder Edwards et al’s1 explanation of why the epidural
anesthesia group was associated with similar pulmonary morbidity
and length of stay outcome to the general anesthesia group, when
in actuality, being a neuraxial anesthetic technique, there should be
no difference compared with spinal anesthesia. That the epidural
anesthesia technique was associated with larger volumes of fluid
administration, use of neuraxial opioids, and/or problems related
to the epidural catheter, is somewhat speculative. In the absence of
actual data, which the NSQIP database unfortunately does not
provide, one should be cautious in making these claims. Further-
more, epidural anesthesia is typically associated with smaller hemo-
dynamic changes compared with spinal anesthesia, so if vasodila-
tion secondary to sympathetic blockade must be treated with
intravenous fluid, the epidural group would probably need less
fluid, not more.3
In addition, we note the rather stark differences in blood
administration between the groups. Although autologous was not
differentiated from allogeneic blood, we note that 11% of pa-
tients in the general, epidural group and local/monitored anesthe-
sia care received blood, as opposed to 5.7% in the spinal anesthesia
group; we also note that the general anesthesia group received
more blood per patient than other groups (ie, 2.4  2.2 units vs
1.7 units).1 Edwards et al1 opine that general anesthesia involves
the use of volatile anesthetic agents, which are immunosuppressive
and potentially increase the risk of postoperative pneumonia. What
about the potential contribution of allogeneic blood? Allogeneic
blood is immunosuppressive and is known to be associated with
increased postoperative infection and increased length of stay,
following a dose–response pattern.4,5 However, for their multivar-
iate analysis, they use the term “volume of necessary transfusion,”
which questions what their transfusion protocol was.
Although our clinical results have been satisfactory using an
approach that employs general anesthesia, a planned extubation in
the operating room, and judicious use of blood products and
fluids, Edwards et al1 have provided a useful template and database
upon which to base further clinical research.
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We greatly appreciate the opportunity to respond to this
nformed and intriguing letter to the editor. We have carefully
onsidered the authors’ comments and greatly appreciate their
ime in formulating meaningful questions and requests for clarifi-
ation. We certainly agree that the National Surgical Quality
mprovement Program user database was not designed to test
ypotheses of the sort that were proposed in our manuscript, and
e made that point clear in the discussion as a major limitation of
he study. We agree with the authors’ assertions regarding general
nesthesia as a safe anesthetic technique for the performance of
ndovascular aneurysm repair, and our group has enjoyed a similar
xperience at our institution with excellent results across all mea-
ured morbidity and mortality. However, the findings do speak for
hemselves and (exactly as the letter relates) provide motivation
nd ideas for further study to further refine our care processes
round aneurysmmanagement. Certainly a randomized trial could
nswer the question more fully, but such a trial is unlikely to be
arried out. Registry and quality data such as the National Surgical
uality Improvement Program are likely to be utilized for such
ueries on an increasingly frequent basis in the future due to the
ack of expense and convenience. Furthermore, they are likely
ore robust indicators of valid, “real-world” results than tightly
egulated trials. We stand by the findings of our study and have
ertainly taken the results into consideration in making decisions
or our patients since its completion.
atthew S. Edwards, MD
ake Forest University School of Medicine
inston-Salem, NC
ttp://dx.doi.org/10.1016/j.jvs.2012.03.270
egarding “New routine alternative for proximal
nterior tibial artery bypass in patients with Buerger
isease”
Lee et al1 have described a new routing alternative to perform
ypasses to the proximal femoral anterior tibial artery in selected
atients. In addition to their recommendation for its use in Buerg-
r’s disease, this technique might also be advantageous for patients
ith infective processes in the popliteal fossa.
However, contrary to the authors’ statement that this “tech-
ique has the advantage of providing a shorter route for the bypass
raft,” we would argue that the shortest route would still be
irectly from themedial aspect to the proximal third of the anterior
ibial artery which can be dissected from this direction. We de-
cribed this more than two-and-a-half decades ago in the Journal of
ascular Surgery.2
erbert Dardik, MD
icente Orozco, MD
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